
 
 

Guide to Documentation for Alzheimer’s disease 

Medicare recognizes the need for addressing certain behavioral issues in the Alzheimer’s patient or patients with Related 

Dementias in the home care setting. However, since these are chronic diseases, careful documentation is needed to avoid 

denials for reimbursement. Medicare has the following stance regarding behavioral issues in the Alzheimer’s patient: 

Behavioral disturbances often complicate the medical management of beneficiaries with Alzheimer’s disease. At baseline many 

individuals with Alzheimer’s disease manifest activity limitations in such domains as communication and self-care. The 

occurrence of behavioral disturbances, if not addressed in a comprehensive and systematic manner, may further 

compromise the activity limitation present at baseline- resulting in sub-optimal clinical outcomes. 

Per a Coverage Determination from Palmetto GBA there are great suggestions on what to document on each patient visit. 

Each behavioral disturbance should be fully characterized and answers to the following questions should be 

documented in the patient’s record: 

1. What specific behavioral disturbance is being addressed? 

o Safety issues such as wandering memory loss to the extent that self-care is comprised; inability 

to prepare meals; limited judgment or insight; frequent falls; agitation and aggression toward the 

caregiver; resistance to care. 

o Provide examples of when the behavioral disturbance(s) has been evident and/or occurs. 

o Avoid judgement statements and vague generalizations such as “the patient appears to be unsafe 

in the home”. Instead document, “the patient fell three times in the last week during bathing”. 

2. What is the frequency of the behavior(s)? 

o To satisfactorily answer the question, it would be beneficial for the caregiver to keep a diary or 

journal describing the behavior and when it occurs. (USE BEHAVIOR LOG) 

o It would also be useful to determine what factors might precede or follow the behavior. These 

could be potential areas for education of the caregiver. 

3. Are there specific situations or activities that “trigger” the behavior? 
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o Help caregivers understand that this information is not to be used against them rather, it can 

serve as a starting point for education and assistance in getting the behavior under control. 

o Triggers could be caregiver responses, activities such as bathing, certain caregivers, times of the 

day, etc. 

4. When and where does it occur? 

o Again, it is important to provide specifics when answering this question. 

o Avoid generalizations like “Mom gets nervous when there are a lot of people around”. 

o Information such as “when there is a lot of activity in the house, late in the afternoon, such as 

family returning home, Mom becomes agitated…calling out for family members, talking to herself, 

and stating there are bugs in her room.” 

5. Who is involved? 

o Again, it is important to stress to the caregiver that this is not information to be used punitively 

but to help gain an understanding that can lead to effective teaching. 

o Some patients may be distressed by the presence of family members that they do not see very 

often or who cannot enter the patient’s world. 

6. Are there other possible explanations for the behaviors (e.g. pain, infection, change in medication, and 

disruption in schedule, swallowing difficulties, catastrophic reaction induced by the environment or 

personal interaction)? 

o This area is important to address by the clinician during each visit. It is necessary to rule out 

physical causes for behavioral issues before assuming the cause is psychological. USE 

appropriate tools to assess for the presence of pain such as the PAINAD or Faces Pain/Mood 

Scale. 

o Could the patient have an infection such as a UTI? 

o Always look for a physical reason for the behavior and educate family around this issue.  

o If physical reasons for behaviors are present, interventions must be documented to show how the 

problem was addressed and what the caregiver was taught. 

7. What are the consequences of the behavior? 

o This would include a description of what actually happened as a result of the behavior: “Mr. Jones 

left his home and was unable to find his way back. He was brought home by the Sherriff’s 

deputy”. 
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o Also include possible obvious conclusions if the behavior would have been allowed to continue: 

“This patient has forgotten her last two medical appointments. As a result, her daughter manages 

her medications and makes all her medical appointments”. 

8. What interventions have been successful in addressing this behavior in the past? 

o Since the onset of the behavior was most likely gradual, caregivers may have difficulty what has 

worked and what has not. 

o Explore possible interventions to see what has been tried. Documentation should include what 

has been successful as well as what has not worked. 

9. What other techniques or interventions can be used to address the behavior? 

o Teach the Stages of Alzheimer’s/Dementia and how it applies to behaviors. Use the FAST or GDS tool. 

o Stress that not all strategies work for everyone and every behavior. Multiple approaches for behavior 

management may be needed. 

o The Plan of Care should address specific measures to help reduce the behavior and increase patient 

safety. 

o There must be a caregiver to teach in order to achieve any success. The patient will not change their 

behaviors overnight. 

o Careful documentation of PROGRESS toward goals is necessary to reduce chance of denial or audit. 

o All healthcare team members may be indicated in care of the patient. Involve all members of the 

healthcare team when there is a clinical indication for it: MSW for help with resources, PT for 

assistance with ambulation, assessing and reducing falls, OT for help with self-care, and Speech for 

help with swallowing or communication needs. 

Teaching and Training should be based on the answers to the questions above, the specific impairments(s) and 

activity limitations(s) identified for each beneficiary, and the ability of the family or caregiver to learn 

and implement the proposed interventions. Environmental factors impacting the identified behavior(s) 

and the resultant care plan must be considered. 

If it is apparent that the caregiver and or family could not or would not be trained, then skilled education services are 

no longer needed. Not withstanding that the teaching or training was unsuccessful, the services for 

the teaching and training would be considered to be reasonable and necessary prior to the point that 
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the teaching or training was unsuccessful, as long as services were appropriate to the patient’s 

illness, functional loss, or injury. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DAILY SCHEDULE-SAMPLE 

TIME ACTIVITY TOILETING SCHEDULE 

7:00a.m. Get up, toileting, personal care (brush teeth & 
wash up) 

9:00a.m. 
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8:00a.m. Prepare and eat breakfast 11:00a.m. 

9:00a.m.  Toileting 1:00p.m. 

9:15 a.m. Get dressed, walk through dressing, ADLs 
(alternate bathing every other day) 

3:00p.m. 

10:00a.m. Look at paper and/or news, have coffee, discuss 
news 

5:00p.m. 

10:30a.m. Do some chores-dusting, sweeping, folding 
laundry (repetitive tasks) 

7:00p.m. 

11:00a.m. Toileting 9:00p.m. 

11:15a.m. Take a walk or participate in an activity such as 
craft project, reminisce) (SEE LIFE STORY AND 
PROJECT LIST) 

During the night as needed 

11:45a.m. Prepare lunch, assign task and eat lunch  

1:00p.m. Toileting  

1:15 p.m. - 2:15p.m. Take a break, have some quiet time for prayer, 
reading, looking at old photo albums 

OFFER FLUIDS q2hrs 

  Rest (30-45 minutes) 8:00a.m. 

2:15p.m. Strengthening exercises 10:00a.m. 

3:00p.m. Toileting 12:00p.m. 

3:15p.m. Snack 2:00p.m. 

3:30p.m. Activity-Craft, Housework, 4:00p.m. 

4:30p.m. Quiet Time-Watch old movie with tea, go 
through a photo album, listen to music, read 
bible 

6:00p.m. 

5:00p.m. Toileting 8:00p.m. 

5:30p.m. Engage in meal prep  

6:00p.m. Eat dinner BOWEL MOVEMENT 

7:00p.m. Toileting Time_____ 

7:30p.m. Watch favorite Show ASSESS SKIN_____ 

8:00p.m. Evening snack, reading DOCUMENT 
BEHAVIORS___________ 

9:00p.m. Toilet, wash up, get to bed  

PATIENT_____________________________ DAILY SCHEDULE DATE____________________ 

TIME ACTIVITY TOILETING SCHEDULE 

7:00a.m.  9:00a.m._____ 

8:00a.m.  11:00a.m._____ 
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9:00a.m.   1:00p.m._____ 

9:15 a.m.  3:00p.m._____ 

10:00a.m.  5:00p.m._____ 

10:30a.m.  7:00p.m._____ 

11:00a.m.  9:00p.m._____ 

11:15a.m.  During the night as needed 

11:45a.m.   

1:00p.m.   

1:15 p.m. - 2:15p.m.  OFFER FLUIDS q2hrs 

   8:00a.m._____ 

2:15p.m.  10:00a.m._____ 

3:00p.m.  12:00p.m._____ 

3:15p.m.  2:00p.m._____ 

3:30p.m.  4:00p.m._____ 

4:30p.m.  6:00p.m._____ 

5:00p.m.  8:00p.m._____ 

5:30p.m.   

6:00p.m.  BOWEL MOVEMENT 

7:00p.m.  Time_____ 

7:30p.m.  ASSESS SKIN_____ 

8:00p.m.  DOCUMENT 
BEHAVIORS___________ 

9:00p.m.   
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